
CONTACT INFORMATION:

Thank you for taking the time to fill out this form on behalf of Lively
Therapy Services, LLC. If you have any trouble with this, please

contact the office at 980-242-0690

SHADOWING EXPERIENCE INTEREST FORM

Shadowing Visitor’s First/Last Name:

Shadowing Visitor’s Email:

Shadowing Visitor’s DOB:

Shadowing Visitor’s Phone Number:

PREFERRED SHADOWING DEPARTMENT:

Occupational Therapy
Physical Therapy
Speech Therapy

HOW MANY HOURS WILL YOU BE SHADOWING FOR THIS REQUEST?

DO YOU PREFER MONDAY/FRIDAY? (PLEASE CHOOSE ONE)

MONDAY
FRIDAY
EITHER

WHAT IS YOUR REASONING FOR SHADOWING?

DO YOU HAVE PREVIOUS SHADOWING EXPERIENCE? IF SO, WHAT KIND?

Thank you so much for your interest! We will be in touch with you to
schedule your shadowing date/time. 
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